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especially in patients with acute onset of MR without annu-
lus enlargement.
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Brief CommunicationsAn improved hemostatic aortic anastomotic technique for
nondissected aortic aneurysms
Robert Saeid Farivar, MD, PhD,a and Lawrence H. Cohn, MD,b Iowa City, Iowa, and Boston, MassVarious anastomotic options have been described for secur-
ing native aortic tissue to synthetic graftmaterial.1,2 Solutions
such as a running Prolene suture (Ethicon, Inc, Somerville,
NJ) without felt or bioadhesives have the advantages of being
simple and rapid but might suffer from loosening during the
creation of the anastomosis. A doubled felt anastomosis with
or without glue is very secure and hemostatic but cumber-
some to create and leaves an excess amount of foreign mate-
rial that might elicit an inflammatory reaction3 or cause late
problems at the anastomosis. Automatic staplers have been
developed but have not had widespread clinical use, partially
because of potential problems in atherosclerotic vessels, ini-
tial costs, and lack of long-term follow-up.4
CLINICAL SUMMARY
We have developed an anastomotic technique that is inex-
pensive, hemostatic, and minimizes the use of extraneous
materials for nondissected aortic tissue. In our technique
we use 2 additional sutures to lock an inverting anastomosis
in each posterior quadrant.
For both proximal and distal ascending aortic graft anas-
tomoses, a 3-0 pledgeted Prolene suture (4-0 for patients
with Marfan syndrome) is used as a horizontal mattress in
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native aorta (Figure 1, A) and tied. (The pledget can also
be placed inside the aorta and does not affect the technique.)
The suture is then run in an inverting manner to the midpoint
on each lateral aspect of the graft (3-o’clock and 9-o’clock
positions, if the 12-o’clock position is most ventral on the
aorta; Figure 1, B), with care taken by the assistant to provide
traction while minimizing aortic intimal laceration. At this
point, an additional simple 3-0 suture is placed outside-in di-
rectly below (dorsal) the exiting point of the original suture
(Figure 1, B) and knotted with 4 half-hitches, secured to the
original suture, and cut (Figure 1, C). This maneuver locks
that section of the posterior anastomosis, limiting maximal
tension without loosening the suture line. At this point, the
additional suture is run to the 12-o’clock position (Figure 1,
D and E). The same procedure is duplicated on the other side
of the graft and tied at the 12-o’clock position (Figure 1, F).
In this way each quadrant of the graft is locked into place,
minimizing the loosening of the suture line and thus mini-
mizing the potential for bleeding. Of course, if a felt pledget
is used on the outside of the aorta, this suture technique can
still be used to prevent loosening of the suture line.
DISCUSSION
For the last 50 consecutive elective aortic graft cases using
this technique, we have not used any felt other than the initial
pledget. There have been no reoperations for bleeding and
no mortality, and blood products were used in only 8 of
50 patients: 3 patients with fresh frozen plasma and platelets
and 5 patients with only exogenous blood averaging 2 units
per patient. This inverting anastomotic technique produces
no gradient at the anastomosis, as evaluated by using trans-
esophageal echocardiographic analysis. We conclude that it
is an easily learned and easily taught technique that results in
a hemostatic suture line that can be performed rapidly in the
elective aortic aneurysm setting. We have used this mostrgery c June 2009
Brief CommunicationsFIGURE 1. A, A pledgeted double-arm suture is taken through the graft and native aorta and secured with 4 half-hitches. It is then run one quarter of the
anastomosis. B, The suture is then locked with an additional suture that is placed immediately dorsal and outside-in on the graft and secured. C, The original
suture is cut. D and E, The new suture is then run to the most ventral part of the anastomosis. F, The same is performed on the mirroring side of the anastomosis
and secured.often in the anterior mediastinum, but it is applicable to ev-
ery other portion of aorta.
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